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Beta-Blockers

Preferred Drug Covered Non-preferred Prior Authorization Required
Acebutolol Sectral™ Bisoprolol Zebeta™
Atenolol Tenormin™ Penbutolol Levatol™
Betaxolol Kerlone™ Propranolol XL Inderal LA™
Carvedilol Coreg™ Non-preferred
Carvedilol CR Coreg CR™ Mebivolol Bystolic™
Metoprolol Tartrate Lopressor—
Metoprolol Succinate Toprol XL~
Nadolol Corgard™
Pindolol Visken™
Propranolol Inderal™

Propranolol Intensol ™
Propranolol XL InnoPran XL
Sotalol Betapace
Sotalol AF Betapace AF
Timolol Blocadren




